MISSOURI DIVISION OF HEALTH -

DEPAATMENY CF PUBLIC HEALTH AND WELFARE

DO NOT WRITE
ON THIS STUR

AMENDED

b =3 i e W

MmPflmarv Registration District No.

STANDARD CERTIFICATE OF DEATH

Registrar's. No.

~63—-005860

/S

STATE FILE NUMBER

TS

Vs 300
Rev. 4/59

USE BLACK INK
OR
TYPEWRITER RIBBON

DATE AMENDED

1. PLACE OF DEATH

a. COUNTY

Dent

2. USUAL RESIDENCE Mh‘ere deceased lived. 1§ institution:
> SATE it ggourt N Shannon

Residence before
admizsion)

b. CITY (If autside corporate limits, give TOWNSHIP only) Langth of stay in 1b

OR
TOWN

Salem

10 yrs

c. CITY
OR .
TOWN

Inside Limits

Yes. ] No[] .,

<. FULL :JAME gF {1f NOT in hospital, give location) Inside Limits

HOSPITAL O
WSTITON  Knox Nursing Home  |Y=d o |

d. STREET
ADDRESS

(If cutside,

give location)

Reside on Farm
Yes [0 No [J

P. 0, Timber, Mo,

INSTEAD OF

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

SHOULD READ

ITEM NO.

BY AFFDAVIT QF

. NAME OF
{Type.or pr

DECEASED First

™ JESSIE

Middle

Lest

BARNUM BELL

4, DSTE Month Day

A February 16, 1963

5. SEX

Male

6. COLOR OR RACE

White

7. Married Never Married [J
Widowed Divorced []

10a. USUAL OCCUPATION (Give kind of work. dowa
fnnbm of working life, even if retired)
or

10b. KIND OF BUSINESS OR INDUSTRY

Timber

8. DATE OF BIRTH

Il1ino

9. AGE (izs birthday) |

IF_ UNDER 1 YEAR
Months Days

Year

IF UNDER 24 HR
Hours Min.

2/1/79 | 84
1. BIRTHPLACE (City and state or country)

is

13a. FATHER'S NAME

Unknoun

15. WAS DECE

¢ or unknown)] (If yes, give wat or dates
Unk.

ASED EVER IN U.5. ARMED FORCES?

138, MOTHER'S MAIDEN NAME
Inknoun

16. S5OCIAL SECURITY NO.

18, CAUSE

OF DEATH (Enter only one cause
PARTY I. DEATH WAS CAUSED ‘o

17. INFORMANT

12.. CITIZEN OF

USA

WHAT COUNTRY

4. NAME OF AUSBAND OR WIFE

_mmu%{_@mu__
Knox Nursing Home _.S!tu_m,_ﬂat—

INTERVAL BETWEEN
ONSET AND DEATH

¥

IMmEDIATE cause i 0T Onary Occlusion

which gave rise o
above cause (»),
stating the_undel

Conditions, if 'anv-] DUE TO (b)
Iying cause last

DUE TO {¢)

‘Gen, Atheriosclerosis

T

2

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAYH but not related to the terminal PART
disease condition given in PART | (a)

Ch. Bonchitis with Emphysema.

19. WAS-AUTOPSY | 20a. ACCIDENT  SUICIOE
PERFORMED? O a
YESI NOD

HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

115. f deceased

war  female wa

there a pregnancy in fast 90 da

[OYes | ONe | O Unknown

injury in PART | or PART Il of item 18}

MEDICAL CERTIFICATION

S0 TIME OF ool - - Month, Day, Yaur |
INJURY a.m.

p.m.

20d. INJURY OCCURRED
WHILE. AT WORK [
NOT WHILE AT WORK [

20e. PLACE OF INJURY (e.g., in or.about home,
farm, factory,’ “strest, office bidg., etc.)

"20f. CITY, TOWN, OR LOCATION

COUNTY

ded the di d from 195

9 w___M»J-&M R::, alive on Feb .16 1963

curred at.

2: 00 a - m on the date stated abave, snd to the best of my knowledge, from the cavies stated,

{Degree or. title)

ADDRESS

22b. ADDRESS

Sal'em,

Missourl

ol

22c. DATE SIGNEQ

18- {3

23d. LOCATION (City, town, or county)

{State)

Sharmon aunty, Missourt

ry
25, DATE RECD, BY LOCAL REG.

22/ L

‘ W Salem, Mo.
7 "

d Ermbalmer's Stat

t on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whase name is recorded on the reverse side of this certificate was embalmed by me,

or by = : Student Embalmer No.___——

working under my personal subérvision.

Student _ : Signed, ‘M»% %\' wﬂ"“f"{

Signature of Student Embalmer

Licensed Embalmer No W 7 e

P.O. Address‘M

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the .abéve constitutes grounds for revocation of license).

If embalmed. by a STUDENT, he also shall sign in his OWN handwmmg

If thus_body is not embalmed, fact should be so stated above.




